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Strategic Alignment

* Increased readiness

= Enhanced experience of care

= Improved population health

= Responsible management of per capita cost
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Rationale

* Unrecognized chronic kidney disease (CKD)
IS a major risk factor for iatrogenic (ie,
avoidable) patient adverse events and
potentially compensable events.

* Prevalence of significant (stage 3 or 4) CKD
nationally Is estimated at 6.3-18.6% (14-40
million people nationally), with estimated
Medicare costs of $9 billion (AJKD, 2009)

= As of 2006, 26% of physician offices and
44% of hospitals reported eGFR from Scr
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Rationale (cont’d)

= CKD is defined using: serum creatinine Ievel
age, gender, and race (ie, built-in “gold
standard”).

* |n all health systems studied so far, the
majority of patients with CKD which could be
readily identified from above are NOT
recognized by their providers as having CKD,
based on coding or diagnosis

* Improving patient (and therefore provider)
awareness of CKD diagnosis is key Healthy
People 2020 Objective
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Rationale (cont’d)
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» Patients with CKD can be inadvertently harmed
by Inappropriate use/dosing of medications
(NSAID’s, metformin as examples), radiological
contrast, and procedures (esp certain surgeries)

= CKD coexists with many other conditions
(diabetes, heart failure, etc) and is a risk
multiplier

= Acute kidney injury can result from medications
or other medical treatment and can result in
CKD
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Perspective
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= Qur service has previously investigated national
and DOD data to assess outcomes related to
CKD
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| CLINICAL RESEARCH | WA jEEn.or

Association of Oral Sodium Phosphate Purgative Use
with Acute Kidney Injury

Frank P. Hurst,* Erin M. Bohen,* Eric M. Osgard,+ David K. Oliver,* Mealanjon P. Das,*
Sam W. Gao,* and Kevin C. Abbott*

*Mephrology Service and *iGastroentemlogy Service, Walter Reed Army Medical Canter, Washingtan, DC, and
Unifemed Services University of the Health Scences, Bethesda, Maryland

ABSTRACT

Cral sodium phosphate (O5P) is a commenly used purgative before coloncscopy. There hawe besn
numercus reports of acute phesphate nephropathy attributed to the use of O5P. This study evaluated
the association between the use of O5P and acute kidney injury (AKIjin an observational, retrospective,
cohort study. Of 9799 patients who undenwent colonoscopy and had serum creatinine wvalues recerded
within 365 days before and after the procedure, AKl defined as =50% increase in baseline serum
creatinine, was identified in 114 (1.16%). After adjustment for significant covariates in a multiple logistic
regrassion modsl, the use of OSSP was associated with increasad risk for AKI (odds ratic 2.35; 95%
corfidence interval 1.51 to 3.46&; P < 0.001) with an adjusted number need to harm of 81. Age was also
independently associated with AKl in this coheort; therafore, until larger, prospective studies define the
population at risk for acute phosphate nephropathy, the use of polyethene glycol-based purgatives
should be considered for older patients and possibly for those with comerbid medical conditions.

JAm Soc Nephrol 18: - 2007, dai: 10,1681/ A5M. 2007030347
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Oral sodium phesphate (05P) solution is com-
monly used for colorectal cleansing for colonos-
copy. The total 90-ml dose contains approximately
10 g (111 mg/ml) of sodium and 11.5 g (4 mmal/
ml) of phosphorous.! [ts use is contraindicated in
patients with preexisting renal disease because of
the risk for developing renal failure or electrolyte
disturbances.?

[MSAIDY, angiotensin-converting enzyme inhibi-
tors [ACEI], angiotensin receptor blockers [ARE],
and diuretics) have been suggested as possible risk
factors for the development of AN after use of O5P
purgatives®

In May 2006, the Food and Dimg Administration
published an alert regarding the use of this medica-
tion. ! They reported 20additional cases of possible



Perspective
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Assessment of Racial Disparities in Chronic Kidney Disease
Stage 3 and 4 Care in the Department of Defense Health
System

Sam W. Gao,” David K Oliver,” Meal Das,* Frank P. Hurst* Krista L. Lentine

Lawrence Y. Agodoa,§ Eric 5 Sawyers! and Kevin C. Abbott?

*Nephrology Service, Nationad Namal Medion! Cender, Fethesds, Maryland, and the Unifrmed Serviver LUnitersity of
the Heafth Seiences, Bethesca, Marylosd, "Nephrology Service, Waiter Reed Army Medizal Center, Wishingtom, DC,
amd the Umiformed Services University of the Health Scimees, Bethesds, Maryland, "5¢. Louis Lhefrersity Center for
Chatcomes Research (SLUCOR), 5r Louds, Miszowrr, SNIDDE, Mational Institute af Henith, and INational Mava!
Medhioai Ceveter, San Diego, Califormiz

Background and obj ect wes: Racial disparides in provision of heal theare are widespread in the Unised States buthave not been
specifically assessed In provision of chronlc kidney disease (CKD0 care.

Design, setdng, pardcipants, & measurements e conducted a rewrcspectlve cohort study of the clinical daabase used in
1 Department of Deferse (DO medical syswem. Benefldaries studled were 0D-eligibl e beneflclaries with CKIY siage 3
in = 7729 and 4 in = 529) wsing the modified Modificadon of Diet in Renal Disease (MDED-estimated CFR formula but
mequiring manuil cormectdon for Black race. Compliance with selected Kidney Disease Outcomes Qualivy Inielatve (KOO0
KD recommended targes (monlkordng of recammended labaratory daw, prescripeion of recommended medicatlons, and
mferral o nephrology) was ssessed over a 12-mo pericd, swatifled by CED siape. Logistlc regression analysis was used o
assess whether race (Whike, Black, or other) was ind ependently assoclated with provi der compliance with eargees, adjusied for
demographic factors and burden of comorbid conditions.

Resul s Among the targets, only monitoring of LIVL cholesterol was significand y less common amon g Blacks. For all other
mesumes, compllance was elther not signiflcandy different or significandy higher for Black compared with White bene fi-
claries. However, patlenis categorized as “Other” race were In general less likely w0 achleve angeis than Whites, and at skage
3 CKD signiflcand y less likely to achieve targets for menitoring of phosphorous, hemoglobin, and viwamin D

Conclusions: In the DOD health system, provider compliance with selected CED stage 2 and 4 wargets was notsgnificantly
lewwer for Black benefidarles than for Whites, with the excepdon of LDL chol esterol monisordng. Patlents classifled & Oiher
race were generally less likely to achieve targeis than Whites, in some patlenis signiflcandy so.

Clim [ Am Sov Negirol 5 442449, 2008, dol: 10,215,/ CTN.D340907

umerouws studies have decumented melal disparities
In provision of health care for Black, as compared
with Whits Americans. Blacks have bean shown o
axperience higher martality, kess access o care, higher sk of
rerul dissase progression, fow er referrals for ranal ransplanta-
Hon, and shomer renal allograft surdval than Whdees (1-5).
Some programs almed at anhancing access to care have shown
improvemants in tds health gap 7% The common theme of

Facaivad Ssptaaber 10, 207, Azcepted Nevmmbar 9, 2007,
Fublinhed sl abdd of prévs. Pebliceton dair amdabl at oo garery.

SW .G corrrt aff(lation &y Mephrclogy Sarvics, Maval Madical Caniar, Toos-
mauth, Virgini.

Dischimas The views sxpreisad o thin arrichs s thare af the authar ssd da nat
sacemariby raflecr the nitkid pelicy o panltion of the Depactmant of the ey or
Anmyy, Dapartman of Dafarne, nar the 1S Govemment

Commpardares: D, Kevin C. Abbo, MPE, PACE, MC, Waler Raad drmy
Mipies] Conier, Waskingron, DCXIN7 Phooe 313-702-6462; Fare: 23-TET138
E-malt kevirsbbooussmy.mil

Capyright © I008 by the American Soceiy of Nephealogy

such interventions 1s the amellombon of Anancal, sockoeos
nomic, and other {occastonally incduding, ransportation) barr
=15 bo access and care

Medical care in the TOD direct care system L= provided withoat
cost and without the need for qualiimdon based oo exsting
conditions. I differerces in care betwean Blacks and Whites ob-
sarved in the Unibed States are at least in part due bo differences in
insumne coverage or oter fnanclal fackors, Blaick and Whike
hersficiaries in the DOD bealth system should have less Tadal
disparity in care provided by a similar group of primary care
phwsiciars and nephmologists dan reported rationally.

Because previous reports on racial disparities in provided
care have focused on Ehcks and Whites, our ohjectve was o
perform a retrospective cohert shody of a clirdeal Jadministra-
tive healthcare database to assess the nephralogy care provided
to White and Black beneficiaries with CED smges 3 and 4 in the
D00 Mational Capital Area (NCA) health system. Mephrol
opy care was assessed per the National Kidney Foundation's
IWEKF) E D00 guidelmes. Cur null hypothesis was that there
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Provider awareness of CKD

= As of 2002-2003, ICD-9 codes for chronic
renal failure were changed to “chronic kidney
disease”, in response to suggested changes
In nomenclature by national nephrology
organizations.

= |n 2005, these codes were modified to
Include specific stages of CKD.

= |t was therefore possible to compare rates of
coding to a “gold standard” already available
In DOD records
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Provider awareness of CKD

= Objectives: determine baseline rates of
provider awareness of CKD diagnosis

= In the process, explore issues related to data
guality and standardization

= Up front: the estimated level of kidney
function (eGFR) was not reported in a
standardized fashion throughout DOD and
still isn’t today
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Provider awareness of CKD
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Nephrology Clinical Practice Guidelines & Performance Measures
Equation Check Referral @
[KDOQI] eGFR = 186 * scrC1 * a0e(029%) % 0 742 (if female) * 1.210 (if African American) ——> Test within 1 year
of entry eGFR

Defined

Evaluate two
eGFR levels
derived from scr >
90 days apart

Check Lab Tests
and Freq

Ref within 1 year
of entry eGFR

If 15 <= eGFR < 60
If True

Variables
Count Measure

Scr test results (mL/min/1.73m?)
Age @time of test
Sex

Check Meds

| Test active
prescriptions

Join
Population CKD Stage 3

e Race

Physician Referral Lab Tests

ol

e Referral was made to Nephrology clinic CKD Stage 4 * Serum intagt parathyroid hormone (PTH) Count Measure
e Referral was made to a Nephrology physician : 22::2 ;ﬁ::;::orus
« Referral was made within an acceptable time period  Serum hemoglobin
e Serum ferritin [Hemoglobin <= 11g/dl]
e Serum iron saturation [Hemoglobin <= 11g/dI]
¢ e Serum albumin (no therapeutic intervention)
Cheok Lab Tests Cheok Med e Serum LDL cholesterol
ecl eds - .
Check Referral and Freq ® Ur!ne pr_Ote'n .
e Urine microalbumin
Ref within 1 gtr of 4 tests conducted Test active
entry eGFR within 1 year of prescriptions
entry eGFR

Medications (Rx)

e Angiotensin-converting enzyme (ACE) inhibitors

e Angiotensin-receptor blockers (ARB)

e Erythropoiesis-stimulating agents (ESA) [Hemoglobin <= 11g/dl]
e 3-hydroxy-3methylglutaryl coenzyme: (statins)

e Nonsteroidal anti-inflammatory drugs (NSAID)

Count Measure

8 Feb 2008
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Provider awareness of CKD

By: Coding Labs
o
CHRONIC KIDNEY DISEASE (CKD) 9738 1.53%  8.80%
CONGESTIVE HEART FAILURE (CHF) 9517 1.50%
CORONARY ARTERY DISEASE (CAD) 34945 5.49%
DIABETES 164708 25.89%
DIABETES WITH RENAL 4099 0.64%
HYPERTENSION 409120 64.31%
HYPERTENSION + CHF 2782 0.44%
HYPERTENSION + CKD + CHF 316 0.05%
KIDNEY WITH HYPERTENSION 972 0.15%
Sum: 636197

The figure in red for CKD indicates the percentage if based on labs.

Multiple diagnoses per patient are possible.
2010 MHS Conference



Provider awareness of CKD

= Of the 56,575 cases where a diagnosis of
CKD derived from serum creatinine value by
MDRD formula (gold standard), only 21.1%
had ICD-9 codes for CKD (compared to
15.2% reported in Italian studies). Rates were
17% for stage 3 and 49% stage 4-5—this
compares with rates of 11% and 39%,
respectively, reported in American Series.

2010 MHS Conference



Provider awareness of CKD

= Race data was unknown or missing for
48.2% of the cohort (13% for DDEAMC, 23%
for Walter Reed, 36% for BAMC, 43% for
MAMC, 49% for TAMC, 47% for WBAMC, as
an example)

» |n the event race data was unknown, the
correction factor for race was not included in
the formula (ie patient assumed to be
nonblack)
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Provider awareness of CKD

R RER R New » % [ send » [H] My infoView | -Search fite ~ @ H 59
R G
- Nephrology Study Report 1 - Summary F o mmax
2] Document » View = Insert » | (5] Save | 38 Find | 4 Undo (% Redo | 1 %11 b M Edit | ¥ Refresh Data | “}
2 Remove = | ° Filter | 2] %| | =E Break | = catculstions = | MY nsert - | B ouplicate = | /A akrers
1] 3 £
Nephrology Study Summary - All Patients
This report shows patients by CKD Stage, race and gender. CKD Stage is determined
using creatinine lab results and the following equation to determine eGFR: eGFR = 186
*aor(-1.154) * age(-0.203) * 0.742 (if female} * 1.210 (if African American). This report
displays both patients do and dont have CKD Diagnosis codes.
CKD STAGE 3 CKD STAGE 3 CKD STAGE 3 _
FEMALE WALE UMDISCLOSED FEMALE WMALE Totals:
ASIAN OR PACIFIC. 207 391 201 a7 1,596
ISLANDER
BLACK 2,108 2,207 431 550 5,296
MONGOLOID 1 1 2
OTHER 2,080 1,587 326 vz 4,265
OTHER OR 34 30 P ] 69
CKD STAGE 3 UMKMOWMN
88.79% CKDStageDescVar UMKNOWN 1,969 1559 g 1 135 3,815
CKDSTAGES, W cKOETAgRd UNMATCHED 4,630 3,870 1 351 66 9,118
&5 [ CKDSTAGE 455 il = = =
1.21% WESTERN 28 18 3 2 49
INDIAN (RED)
WHITE 15,798 13.014 ¥ 1.888 1.664 5.
Totals: 27,556 22,674 2 3,354 2,989 56,575
v
— >
% Summary Refresh Date: March 25, 2008 404:55PM =
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Provider awareness of CKD

Welcome: rhurwitz
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Undiagnosed CKD Patients - Summary.

&S e

*m .

):] Document - View - Insert - H Save | 34 Find | 4 Undo (% Red EI.H
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Nephrology Study Summary - Undiagnosed Patients
This report shows patients by CKD Stage, race and gender. CKD Stage is determined
using creatinine lab results and the following equation to determine eGFR: eGFR = 186 0 - I
* 5er(-1154) * age(-0.203) * 0.742 (iffernale) * 1.210 (if African American). This repart 0 u n Ia n Ose
displays only patients that don't have CKD Diagnosis codes. . -
CKD STAGE 3 CKD STAGE 3 CKD STAGE 3 _—
‘FEMALE MALE UNDISCLOSED Totals:
ASIAN OR PACIFIC 734 294 101 45 1,175
TSLJ\NDER
BLACK 1.597 1.252 il 224 3,244
MONGOLOID 1 1 2
OTHER 1,764 1177 149 122 3,212
OTHER OR 33 24 2 2 61
e CKDSt D Va = . 7 3,260
43.03% ERBETREEY ageDescVar -UNKN{)WN 1,816 1,278 78 a8 v
&5 M CKOSTACE 3 UNMATCHED 4,286 3.264 1 205 181 7,937
507% 0 SHDSTAGE 44 3
: WESTERN 24 10 2 4 37
HEMISPHERE
INDIAM. (RED)
WHITE 13,979 10,008 1 976 764 25,728
Totals: 24,234 17,308 2 1,684 1,428 44,656
-
S

4 g
. @ Summary

Refregh Date: May 1, 2008 10:4%:13 AN =




Conclusions

* Provider awareness of CKD diagnosis was
ow in DOD although consistent with other
nealth systems: plenty of room for
Improvement

* |In the process, uncovered opportunities for
Improvement in reporting of race and other
data, as well as standardized reporting of
kidney function.
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Conclusions
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= Next steps would be to address shortfalls and
reassess to see If provider awareness has
Improved, and assess other outcomes in

CKD.
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